and both femora were stabilised in one operation, using x-ray image intensification to monitor placement of the rods. The technique used to insert the rods is described. The procedure appeared to be entirely satisfactory in reducing the incidence of fractures and it allowed the affected infants to be handled much more easily. The child was very irritable and there was marked tibial bowing and fractures of the long bones (Fig. 6 ). There was no family history of osteogenesis imperfecta. Closed percutaneous rodding of the femora and tibiae with osteoclasis to correct deformity was performed at the age of 18 weeks (Fig. 7) . After this the child became less irritable.
At 32 weeks closed humeral rodding was carried out, but this was not as successful as the lower limb procedures.
Subsequently he has sustained fractures of the forearm bones, his right tibia! rod has had to be replaced and he has fractured the right femur over the rod. Some three years after the initial rodding there is still some tibial bowing, but the femora remain fairly straight, and the bones are outgrowing the rods (Fig. 8) . At the age of three-and-a-half years the child, who is cared for in an institution, is reported as being bright and happy. Case 3. This child was admitted with fractures of the tibiae, femora and humerus, all of which had occurred since the age of two weeks. There was marked bowing of the femora and tibiae (Fig. 9) . At 14 weeks ofage, closed
Case 2. Now, at the age of 1 3 months he has had no further lower limb fractures (Fig. 1 1) . 
DISCUSSION

